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W 000 INITIAL COMMENTS W 0o
]
; recertification su.vey was conducted from r ;
yecember 12, 2007 through December 13, 2007, = -3 i
The survey was conducted using the fundamental — e
‘| SUrvey process. A random sample of two clients e e j
as selected from 3 residential population of two = Ly :
:q\ales with mental 1etardation and other N e
disabliities. The survey findings were basad on e 22m |
observations in the group home and at ane day T % ‘;,%m |
program, interviews and a raview of records, %’5{
including unusual ir cident reports, = ‘
W 104 483.410(a)(1) GOVERNING BODY W 104 W * |
18 governing body must exercise general policy, !
budget, and operating direction aver the facility.
Tl
ok

i

impl
prrr licy.

The finding includes

.1 The Governing By failed to provide continous
na

laintenance and repair of the facility's van, [See
Wa22]

il.}I The governing body failed to ensure the
implementation of its medication destruction

Observation of the e\ ‘ening medication
administration on Desember 12, 2007 beginning
ay5:26 PM revealed Slient #{ received
medications including| Phenobarbital, Depakote,
aqfd Topamax. During the observation, Client 24

sed on observation, interview, and record
rérview, the facllity's Joverning body provided
general operating diractions except for the
dﬁaﬁcient practices datailed below.

i

W104 :
1. See Respons¢ for w322 1-30-08
2. RN will retrain the medication nurse on

properly disposing of medications. 1-30-08

LAEORQ RY DIBECT OQ;DR (’RQVII.?EIUSUPPLIER REPRESENTATIVE'S SIGNATURE

i_;&/b

M Lo

gD pdiit i Juk i[25)05

(X8) DATS ’

Anydeficiency s

other §&feguargs)

following the dat
days fallowing th
program particip;

tement ending wzl:hg asterisk (*) denoteg a deficlency which the institutian may be axcus, )& frcm{| carracting providing it/is determined thas: !
provide sufficlent prote:tion ta the patients. (See instructions,) Except for nursing homes, e findings stated above are disclosable 90 days

fion.

FORM GMS-2687(3

|

i
i

1

ngs and plans of comection are disclosable 14 r
+ AN Approved plan of correction is raquisita to continyad :
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W 104 ?onﬁnued From page 1 W 104/ A‘
was observed to tIrop one of the Depakote pills
from his mouth. 7'he nurse was observed to

e-administer ano-her Depakote to the client.
Gontinued observation of the nurse revealed the
urse disposed of the droppad Depakote by
Lrushing It and plecing it in the sharps container
ocated in Client #2's bedroom,

|
i
i
E
i
1
|
i
i

Review of the faciiity's policy for disposal of :
medication revealed that medications should be
disposed of by cru shing them andfor melting
them completely and flushing down the drain. At
the time of the s s irvey, the facility failed to
ansure the droppe 1 Depakote was disposed of in
fccordance with fecility policy.
483.420(a)(2) PROTECTION OF CLIENTS W 124
IGHTS

W 124

The facility must ensure the rights of all clients,
herefore the facility must inform each client,

parent (if the client js a minor), or legal guardian,
I'the client's medical condition, developmental _ i
nd behavioral status, attendant risks of

freatment, and of the right to refuse treatment.

i
|

This STANDARD i not met as evidenced by:
Based on observatisn, interview and record
meview, the facility failed to ensure the rights of
ié;ch client and/or their legal guardian tg be
iformed of the clieiit's medical condition,
evelopmental and behavioral status, aftendant
rigks of treatment, znd the right to refuse
ti‘eatmént, for one of the twag clignts (Client #1)
irj'lgcluded In the sample.

TI";he finding includes:

fi
i

FORM CMS—Z’SB?‘I(@JAE—QQ) Previaus Versians ¢ Sbsn[sie Event ID; 170211 Facility |D: 09G005
|
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W 124

Gontinued From pige 2
OQbservation of the evening medication
ddministration on [lecember 12, 2007 beginning

5:26 PM revealed Client #1 recejved
pedications including Phenobarbital, Depakote,
ind Topomax. Intenview with the medication
nurse during the m adication administration,
rtvealed the aforerientioned medications were
used to address the client's seizure disorder.
Subsequent to the nedication administration
observation, the December 2007 Physician's
Qrders (POS) were reviewed and reflected that
client #1 was prescibed Naltrexane
Hydrochloride to address self injurious behaviors.

his corroborated informatian proyided by the
ngse Manager (HIA) on December 12, 2007 at
12:55 PM, and reflected that the medication is -
used to control behiviors used in conjunction with
alBehavior Support Plan (BSP).

{
This interview with t1e HM also revealed that
Client #1 was not cz pable of giving informed
cq':nsent for the use af his medications and
habilitation service r eeds. The HM alsa indicated
that Client #1 has in/olved family members but
did not have a legal guardian appointed.
ijview of Client #1's records on December 13,
2007 at approximately 3:30 PM revealed the
cllent's psychological assessment dated June 2,
2007. According to the assessment, Client #1 “is

not able to make ind2pendent decisions
cgneerning his residuntial or day placements,
treatment plans or financial affairs, He lacks the
cagnitive skills necesisary to understand the
irqplications of such decisions and therefore
cannot give his inforrned consent At the time of
the survey, the facilit/ failed to pravide evidence

nefits and potential side sffects associated with

g:iat Client #1's treatrient neads, Including the
]

W 124

w124

1-30-08.

Client # 1°s sister supports him in making
important decisions. She has had his
medication regimen reviewed with her and
has agreed to sign a consent for the
regimen. Her signature will be obtained by | 1-30-08

FORM CMS-Z‘ﬁﬁ?(ﬂZ-BB) Previous Versiong O ssoleta Event ID; 170211
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W 124

W 148

w
The finding includes:
|

revealed the following:

On|February 20, 2007, staff reported that blood
wasi observed on Client #1's sock after returning
fro

that the client's foat had been caught in the van

sent the client to the emergency room. The client
wasisubsequently diagnosed with a fractured right
toey | It should be noted that interview with the HM
and Qualified Mental Fletardation Professional
(QVMRP) on December 12, 2007, revealed the
aforementioned incidet was categorized as
Neglect. Additionally, irterview with the HM on
Dece;:mber 12, 2007 at 12:55 PM revealed Client

c iminueed From page 3

the medications, and the tight to refuse treatment,
had been explained to him and a legally
authorized representative,
4%3.420&)(6) COMIMUNICATION WITH
CLIENTS, PARENT.S &

|
The facility must not fy promptly the client's
pa};ents or guardian f any significant incidents, ar
changes in the client's condition including, but not
limited to, serious illr ess, accident, death, abuse,
or ynauthorized absence,

t
i

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
fa%gd to pravide evidence that famlly members

2 notified promptly of significant incidents for

onei of the twa clients (Client #1) included in the
sa

mple.

ReView of the facility's investigative reporis on
mber 12, 2007, i>eginning at 2:10 PM

the day pragram The report also indicated

Ift. {The residential nurse assessed the client and

-

W 124

W 148

W148

the QMRP will document such
conversations in her notes.

on issues.

FORM CMS-2567(02; QES) Pravinua Verslons Obs Jate

Evarit ID: 170211

. The QMRP spoke with the sister of client
#1 about the incident, but did not document
the conversation in her notes. In the future,

The sister was satisfied with the way MTS
handled the incident. She raised no concerns | 1-5-08

1-18-08
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PREFIX
TAG

|
i
W 148 | Gontinued From page 4 W 148

1 had Involved fa"nily members, however, there
as no evidence provided to substantiate that
lient#1's family vias notified of the

jforementioned incident.

W 149 | 483.420(c)(1) STAFF TREATMENT OF W 149
LIENTS

he facility must develop and implement written
blicies and procerlures that prohibit
listreatment, negl:ct or abuse of the client.

'his STANDARD s not met as evidenced by:
ased on interview and recard review, the facility
failed to establish znd/er implement policies that
qhsured the health and safety of one of the twa
qiﬁents {Client#1) ircluded in the sample,

1”1& finding include:;:

|

he facillty failed to ensure its incident
)anagement policy was developed and/or

- - | implemented in accardance with the federal
regulations,

i Interview was cenducted with the facility's : o
ouse Manager (HM) on December 12, 2007, at
129 PM to ascertai information about the W149 ) . o
fﬁcility's incident management system. According The QMRP will retrain all staff on incident
to the interview, if staff observed, discovered, or reporting and proper documentation by 1-30-08
as informed of an incident, the information All new staff will receive training via the
abuout the incident was verbally reported to the QMRP within their first work week as a )
HM. who In turn, wolild report that information to part of their in-home orientation. ‘ 1-30-08
the Incident Manage ment Coordinator (IMC).
Once the information was reported to the IMC,
the IMC entered the information into ah incident
reporting system operated by the Department on
[sability Services ([)DS). The IMC was
responsible for makig ali written notifications. It
|

FORM CM$-2567 5,32-99) Praviaus Versions € hsalete Event ID:170Z11 Facllity ID: 08G00S If continuation sheet Page 5 of 16

|
i
i
3
1

|
|

J




MTS, Inc.
QU HRA

21011
#1017

. PRINTED: 01/10/2008
DEPART Y ENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTER : FOR MEDICAF;_E & MEDICAID SERVICES OMEB NO. 0938-0391

STATEMENT QF DEFICIENCIES | X1) PROVIDER/SUPRLIER/CLIA ((2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN QOFICORRECTION IDENTIFICATION NUMBER: COMPLETED

i A. BUILDING
| 09G00s B WING 121312007
NAME OF PR:IbVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MTS | 1044 45TH STREET, NE
: WASHINGTON, DC: 20019
x| | SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF GORREGTION (x5)
PREFIX | {i (EACH DEFICIENC ¥ MUST BE PRECEDED BY FULL PREMX (EACH CORRECTIVE ACTION SHOULD BE cowg}fgmn
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENGY)
W 149 (L:’.ontlnued From piage 5 W 149

was also noted thzt i required verbal
otifications, Incluciing notifications to the family
r guardian, were made by the HM within 24
ours. The HM alsio revealed that the :
lepartment of Hezlth was not verbally nofified but
/as notified in writing by the IMC within five
rorking days.

H
| _

‘hhe interview with “he HM also ravealed that the
cility stopped using hand written incident report
Ims approximate y twe years ago: at that time,

the system describzd above {IMC documenting

ificidents) was initizted. The HM also revealed a
lew incident reportng system was developed that

ii;cluded requirements for staff to document

incidents on an incident report form. According to
the HM staff were in-serviced on that system in
qlctober 2007. Indizidual interviews were

donducted with two staff on December 12, 2007

?} 1:52 PM and 1:5! PM respectively, to ascertain

it they were aware of the new system. According

t& the interviews, ths staff were not aware of the

rﬁquired documentztion form (Incident Report
prmy), '

i

; Review of the fasility's investigative reports on

ecember 12, 2007, beginning at 2:10 PM
I \‘vealed the following:

n February 20, 2007, staff reported that blood
as observed on Client #1's sock after returning
flom the day prograin. The report further
revealed that the clie:nt's foot had been caughtin
e van lift. The residential nurse assessed the
gi_ent and sent the cient to the emergency roam.
he client was subsequently diagnosad with o
actured right toe. - should be noted that
nterview with the HN and Qualified Mental
Retardation Professional (QMRP) on December

=2

contacted.

the above,

B. The incident cited was reported to the
Department of Health. An incident
report was sent, In the future, MTS
staff will indicate on the incident 1-30-08
repotting form that DOH was

The QMRP will review all incident
reports before they are submitted to insure

1-30-08

FORM CMS-2567(02-88) Freviaus Verslons € bsolele Event |0; 170211
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W 149

W 153

Gontinued From page 6

2, 2007, revealed that the aforementioned
cident was categorized as neglect. Additionally,
ere was no evidence that the incident was
reported to the Department of Health (DOH).

= 5

G. The facility's incident management and
réporting policy (revised1/15/06) was reviewed on
ecember 13, 2007, and revealed the fallowing

ilp_formation: :

—E The Program DircetorQMRP is o ensure
timely nofification o® any and all allegations of
ﬂbUSe. neglect or mristreatment to the appropriate
authorities. In accordance with our regutatory
requirement, any siich allegations should be
reported within 24 hours of the Initial verbal
report. The agencies to be notified include DDS,
OH, the Commission on Health Care Finance
and other agencies depending on the nature and
severity of the occurrence.

-rEThe GUMRP was responsible far recording

j ;cidents on an "Unusual Oceurrence/incident
O7rrm."”

The QMRP was responsible for contacting the
fent's famlly within 48 hours of the incident
lote: Interview with the HM on December 12,

2007 at 12:55 PM revealed Client #1 had involved
family members.

!
A% the time of the suvey, incident reports were
not available for review. Additionally, the facility
failed to provide evidence that the policy was

fitten in accordanc: with the regulations to
nake certain notificztions were made as required.
($ee also W148 and W153),

483.420(d)(2) STAFI- TREATMENT OF

W 148

(See attachment)

W 153

C. MT¥’ incident management guide
clearly indicates DOH as an entity to be
contacted and faxed an incident report copy. | 1-20-08

OMB NO. 0933-0391 :

FORM CMS-2587(h2-88) Previous Versions C bsolste Evant ID: 170211
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LIENTS

¢
g
The facility must er sure that all allegations of
mistreatment, nagle:ct or abuse, as well as
injuries of unknewn source, are reported
nmediately to the :administrator or to other
officials in accordarice with State Jaw through
ebtablished procedtires.

35

This STANDARD i not met as evidenced by:

sed on intetview and record review, the facility
failed o ensure thal all allegations of neglect and
injuries of unknown origin were reported
immadiately fo the zdministrator or to other
officials in accordanze with state law [22 DCMR
Chapter 35 3519.10| through established
procedures for one of the two clients (Client #1)
included in the sample.

The finding includes:

Review of the facility's Investigative reports on
Dgcember 12, 2007, baginning at 2:10 PM
ealed the following;

On February 20, 2007, staff reported that blood
was observed on Client #1's sock after retuming
from the day program. The report further
revealed that the client's foot had been caught in

the van iift. The residential nurse assessed the
clignt and sent the clisnt ta the emergency room.
The client was subsaquently diagnosed with a
fractured right toe. It should be noted that
inferview with the HM and Qualified Mental
Retardation Professiconal (QMRP) on December
12, 2007, revealed tha aforementioned incident
w3s categorized as naglact.
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W 183 | Gontinued From pige 8 W 153

. \ " . W153

[pterview with the Qualified Mental Retardation ) .y .
frofessionai (QMF P) on December 13, 2007 was Ai:ozy.oi;tec;'ifl:ﬁg;:g:“ cited has been | 1-20-08
Sk:mducted to asceltain if there was an Incident g‘h:i)l\I:RP will routinely follow up with

report for the aforementioned incident. At the the IMC to ensﬁre that ﬁziﬂ vérsiozl:s of the
time of the survey, no incident report was

%’ovided for review. Therefore, there was no incident reports are returned to the home

; - _ d appropriately filed on a routine basis.
vidence that notifizations were made to the an oy 116 .
acility's administra:or and the Department of ' The QMRP will audit the records monthly 30.08
ealth (DOH) as required. to insure routine compliance. 1-30-0

B3.420(d)(3) STA'F TREATMENT OF . W 154
LIENTS

W 154

i
T{he facility must have evidence that all alleged
violations are thoroiighly investigated.

|

his STANDARD iss not met as evidenced by: i
ased on interview and record review, the facility :
fgiled to ensure thal all allegations of abuse and
neglect and injurias of unknown orlgin were
thoroughly investigated for one of the two clients
(Client #1) a included in the sample.

he finding includes:

T]
Review of the facility's investigative reports on
Pecember 12, 2007. beginning at 2:10 PM
vaaled the followir g:

o

Qn February 20, 2007, staff reported that blood
was observed on Cliant #1's sock after returning
from the day prograrn. The report further
régvealed that the client's foot had been caught in ]
the van lift. The residential nurse assessed the :
client and sent the client to the emergency room. !
The client was subsequently diagnosed with a ‘ i
fractured right toe. i should be noted that :
interview with the HNI and Qualified Mental

Retardation Professinnai (QMRP) on December
FORM CMS-2567( §2-ae) Previsus Versions O bsalete Event [£3; 170211 Facliity 1D 09G00S
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X4y 1D ': SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (NB)
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W 154 | Gontinued Erom pzge 9 W 154
T2, 2007, revealed that the aforementioned 3
Incident was categorized as naglect. Wis4 i
Review of the corresponding investigation for the The %Mg?s incg:; e;‘;z 3::2:_3?65:; but 3
incident (not dated) and interview with the QMRP SeCONC Stall meri 45 :
an December 12, 2307 revealed that there was stated she did not see Wh:;‘t.h?p{;“;é tlif’ 3
tya staff on duty and present at the time of the was ng_t askel;:!j t: write a erlelrsﬂ::3 0] :
incident. However, the investigative report that e e ot will rettata fhe QMRP !
revealed evidence f only one direct care staff res_ldfntxath xrelalc or wi reil arrl o QURP :
member being interviewed (the van driver), to insure that a ?‘j’r:'es who 3 ; o 13008 |-
H ollow-Up interview was conducted with the of an incident are interviewe  what th
MRP to ascertain if the second person was statements are tajen regardless of what they
interviewed at the tine of the investigation to - didor did not sec or hear. ded the k 1-5-08
disclose any information regarding the incident. The primary staf person provided the iy -5-
The QMRP revealed that the second staff person facts, wl'uch are rot in qlspute. MTS too
was not inferviewed and was no langer employed appropriate action based on that,
by the facility. .
W 156 4 3.420(d)(4) STAFF TREATMENT QF W 156
IENTS
The results of all investigations must be reported
tq the administrator r designated representative
ot to other officials ir accordance with State law
W rhin five working days of the incidant,
This STANDARD s not met ag evidenced by
Based on interview and record review, the facility
fafled to ensure required Investigations were
reviewed by the administrator or designee within
fi Fworking days, for one of the two clients
(Glient#1) included i the sample.
|
Trqje finding includes:
)
Review of the facility's investigative reports on
December 12, 2007, heginning at 2:10 PM
reyealed the following:
| _
FORM CMS-.2657(9'2-99) fravious Versions Qbspolate Event ID: 170211 Facility iD: 08G0aS If continuation sheet Page 10or 16
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NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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WASHINGTON, DC 20018
‘ 'S PLAN OF CORRECTION (xXs)
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W 156 | Continued From piage 10 W 166
On February 20, 2007, staff reported that blood _
& observed on Client #1's sack after returning W156
from the day program. The report further The investigation copy presented for the
revealed that the ¢ ient's foot had been caught in survey did not have the IMC or Residential
e van litt. The residential nurse assessed the Director’s signatures. The QMRP failed to
lient and sent the client to the emergency room. obtain a copy of the final signed document
he client was subsequently diagnosed with a from the main office to replace the unsigned
ffactured right toe. It should be noted that copy in the record. The document was | 1-20-08
interview with the FIM and Qualified Mentat. properly reviewed by the IMC and
etardation Profes sional (QMRP) on December Residential Director. (see attachment) and a
2. 2007, revealed that the aforementioned signed copy is now in the home.
incident was categorized as negiect. .
eview of the corre sponding investigation for the
incident (not dated) and interview with the QMRP
n December 13, 2007 failed to provide evidence
at the investigation was reviewed by the
dministrator or designee as required. Blank
paces were observed for the incident manager
nd the administrator,
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189
he facility must provide each employee with
initial and continuinyy training that enables the
mployee to perfor  his or her duties effectively,
fficiently, and comyretently.
This STANDARD is: not mef as evidenced by:
Based un observation, interview and record
review, the facility fe lled to ensure that each
employee was provided with initial and continuing
training that enabiec' the employee to parform his
ar her duties effectively, efficiently, and
competently.
w189 ' 1-30-08
The findings include: 1. Satff will be retrained on the incident
i icy by th d by 1-30-
1. The facility failed 1o provide evidence that the ‘r):;]?ortmg policy t‘y ® QMRP and by 1-3
FORM CMS-2567(02-99) Pravious Versions COhsolgta . Event ID:170Z17 Facllify ID; 0oGo0S If eontinuation sheat Page 110of16 -
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W 189 | Continued From paze 11 _ W 189
staff were effectively trained on the facllity's
Incident Manageme nt policy. (See W149, )
i : : ieati 1-30.
2| The facility failed to provide evidence that 2 The lead RV vl peurain the Medication | 1:30-08
nlirsing staff were effectively trained on the n“r?s on b 1?30?38 P
dication disposal policy. (See W104) medications by
W 209 | 4 3.440(c)(2) INDIVIDUAL PROGRAM PLAN W 209
Participation by the =fient, his or her parent (if the
clientis a minor), or the client's legal guardian is
required unless the >articipation ig unobtainable
off inappropriate.
This STANDARD s not met as evidenced by: W209 L .
B%sed on Interview «ind record review, the facility Client #2 cannot sign his name but is
fajled to provide evicence that Client #2 assisted in making his “mark” with support
participated in his ar nual Individual Support staff then writing in his name. This did not
Planning (ISP) meet ng. occur in the last nieeting although he was
| present. This was an oversight not caught in
The finding includes: | the audit process. The QMRP will insure
* that client #2 “signs” in the future, and a
Intetview with the Qualified Mental Retardation late entry will be done to verify his
Plofessional (QMRP) on December 13, 2007 attendance and participation in the last
revealed Client #2 participated in his Individual meeting.
Siipport Plan (ISP) neeting. However review of The residential Director will review all ISPs | 1-30-8
th' attendance recor for the annual meeting before they are submitted.
dated July 8, 2007 did not include Client #2's '
ngme.
W 214 4%3.440(1:)(3)010 INDIVIDUAL PROGRAM PLAN W 214
I
The comprehensive junctional assessment must
identify the cllent's specific developmental and
bﬁhavioral management needs.
TE' Is STANDARD is 1iot met as evidenced by:
Bgsed on interview and record review, the facility
fajled to ensure Clieni #1 recelved 2
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W 214

W 263

Continued From page 12
comprehensive psy:hiatric assessment,

Tihe finding includes::

Qbservation of the ©Vening medication
administration on Diecember 12, 2007 beginning
'a]\rths:zs PM revealed Client #1 received

dications includir g Phenobarbital, Depakote,
d Topomax. Intetview with the medication
rse during the medication administration,
ealed the aforemzntioned medications were
ed to address the client's seizure disorder.
bsequent to the miedication administration
cbservation, the December 2007 Physician's
Q{ders (POS) were 1eviewed and reflected that
client #1 was prescribed Naltrexone
drochloride to address self injurlous behaviors.
his corroborated informatien pravided by the
II use Manager (HV) on December 12, 2007 at
12:55 PM, and reflected that the medication is
used to control behaviors used in conjunction with
8 Behavior Support Ftan (BSP).

2
u;

interview was conducted with the Qualified

M ntal Retardation Professional (QMRP) o
ccember 13, 2007 1o ascertain if Client #1 had a
bmprehensive psychiatric assessment to Justify
trl use of the behavior modification drugs and his
corresponding psychiatric diagnoses (Intermittent
plosive Disorder), At the time of the survey,
ifacility lacked eviclence that Client #1 received

t |
arl omprehensive psy:shiatric assessment,
488.440(1)(3)(ii) PROSRAM MONITORING &

CEITANGE
{
The committee shoul| insure that these programs

a
Cg; sent of the client, parents (if the client is a
thor) or legal guardian.

F conducted only wi‘h the written informed

mit

w214

w214

A full psychiatric assessment will be
completed by 1-30-08

The QMRp and lead RN will audit the
medical records no less than quarterly to
ensure all assessments are current.

W 263

1-30-08
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W 263

‘& Behavior Support Plan (BSP),
|

| capable of giving inforined eonsent for the use of

Cpntinued From page 13

Tlg is STANDARD s not met as evidenced by:
Bgsed on observaticn, interview and record
reyiew, the facility's ispecially-constituted
committee (Human RRights Committee, (HRC))
fajled to ensure that restrictive programs were
used only with writte7 consents, for one of the two
nts (Client #1) included in the sample.

Th finding includes:

ORservation of the evening medication
administration on December 12, 2007 beginning
at(5:26 PM revealed Client#1 received
medications including Phenobarbital, Depakote,
and Topomax. Interview with the medication
nurse during the mediaation administration,
reyealed the aforementioned medications were
used to address the client's seizyre disorder.
Subsequent to the me:dication administration
abservation, the December 2007 Physician's
Orders (POS) were reviewed and reflected that
client #1 was prescribed Naltrexone
Hydrochloride to address self injurious behaviors.
This corroborated information provided by the
Hause Manager (HM) on December 12, 2007 at
13 8 PM, and reflected that the medication is
used to control behaviors used in conjunction with

Th! interview with the HM on December 12, 2007
at 12:55 PM also revetiled that Client #1 was not

his[ edications and hzbilitation service neads.
Th‘_ HM further revealed that Cllent#1 had
inv;rlved family members but did hot have a legal
guardian,

W 263

w263
See Responses for W124
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W 263 Cﬂbntinued From page 14 W 263
Review of Client #1's records on December 13,
2)07 at approximately 3:30 PM revealed the
client's psychologicul assessment dated June 2,
2007. According to the assessment, Client #1 “is
not able to make inclependent decisions
crgncerning his residential or day placements,
trgatment plans or financial affairs, He lacks the
dnitive skills necessary to understand the
plications of such dacisions and therefore _
rnot give his infor ned consent.” Review of the
client's BSP on December 13, 2007 at
approximately 3:35 PM revealed the plan included
the use of a psychot-opic medication (Revia). At
the time of the survey, the facility failed ta ensue
appropriate consents; were obtained prior to
implementation of th s restrictive practice,
W a22 4ﬁ3.460(a)(3) PHYS CIAN SERVICES waz| o
} .. .
Tﬁe facility must provide or obtain preventive and I. PT recommended Botox injections for
gé eral medical care. . the wrists andl fingers for client #2.
| Nursing and QMRP scheduled the
appointment. At the time of the
appointment, the homes’s vehicle was
This STANDARD is not met as evidenced by: inoperable as indicated by the surveyor.
Based on interview and record review, the facility Also as indicated, MTS” QMRP and
Nursing made an alternative

fajled to ensure gene-al and preventive care was
pliovided for one of tha two clients (Client #2)
ingluded in the sampta.

findings include:

1./ |IReview of Client # s medical record on
December 13, 2007 at 1:47 PM revealed Client
#2\was seen by a Physical Therapist (PT)on May
3} 2007. The consultation form revealed that
ient #2 was to return for follow-up services in
six weeks. However, he client’s record lacked
evidence that the cliert was seen for follow-up
services until November §, 2007 (approximately

arrangement for transportation via one
of the approved medicaid provider
vendors. The vendor failed to pick up
client #2 and clid not notify MTS of any
issues it was having with the ‘
appointment. This is a common
problem with transportation vendors
and the reason the MTM contract was
developed. MTS rescheduled the
appointment fer the first available date
but that happeried to be in November.
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w322 ¢onﬁnu8d From page 15 W 322 Client #2 has received the Botox
six months Ja ter) : injections and has benefitted from
) them.
interview was zonducted with the House MTS has & back up van that is 1-18-08
lanager and the Quallfied Mental Retardation Wheelchair accessible at this point f
Rrofessional (QM3P) an December 13, 2007 at which wﬂl.elhm_mate the need to use ;
3130 PM to ascertain the reason for the untimely transportation vendors for future 5
follow-up services. The Interview revealed that emergencies. . ]
the facility's van had been inoperable at the time - 1-13-08 :
of the fallow-up visiit (June 2007) and
transportation was: arranged with a lacal vendor; i’
hpwever, the vendor failed to pick the client up for :
e appointment, E
2/ On December '13, 2007 at 2:09 PM, Client }
'S medical recor;l‘ Was reviewed and revealed Nursing discussed the abnormal values ;
| 2 Was seen by a Cardiologist on February 7, with the PCP but both failed to write !
'{)07. The consult form alsc! indicated that the notes outlining whether they are ;
Dol and rectmnoneimisies tat were v Tho o Lpiore furthe fillow |
- S A up. The lea WL contact the PC, |
#g;,e)ssed by the client's Primary Care Physician to follow up further and will write a I
) detailed nove about the outcomes of the 122608 !
discussion, |
& laboratory restiits that were collested on g : ;
. ; The QMRP will review the medical [
n 3,20 :
uary 23, 2 07 revealed the foﬂnwmg. ) records to andit for such concerns and
ucose 325 H refirence range (74 - 105) . alert the lead RN in their routine
nos 15.3 H reforence range (4- 13.0) mointhly meetings. 1-30-08
BGOT 72 H reference range (15 - 37)
BPT 92 H refarence range (28 - 77)
!
gcording to a physician's note dated March g, l
007, the PCP noted the aforementioneg lab ]
sults, however, thare was no evidence that the f
Tbnormal resuilts were addressed or managed,
|
|
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R 000 INITIAL COMMENTS R 000 |
| ]
A reficensure suney was conducted from '
Jecember 12, 2007 through December 13, 2007. L
A random sample of two resldents was selected b
rom a residential population of twe males with
mental retardatior and other disabilities. The
survey findings werre based on observations in
the group home and at one day program,
nterviews and a review of records, including
tnusual incident reports,
R 124 4701.4 BACKGRCIUND GHECK REQUIREMENT | R 124
he facility shall cltain a eriminal background
sheck from the Metropolitan Police Department,
rom the U.S. Department of Justics, or froma
rivate agency.
This Statute is not met as evidenced by:
~ased on interview and review of the records the R 124
SHMRP failad to ensure all direct care staff had ‘ . -
obtained a criminal background cheek from the Am‘ch"g are ttl;f’ copies d(’fthe criminal 1.20.08
Metropolitan Police Department, from the U.S. ﬁ;‘;“s or Slf; d(zr)h‘:!e | background 26
epartment of Juslice, or from a private agency. compieted crimimal b: !
! g . P agency checks for all new staff prior to making
'he finding includes: final decisions to hire.
. Personnel records are audited at minimum
Raview of the GHVRF's personnel files on quarterly (main ffice files) to insure all are
Jecember 13, 2007, revealed the GHMRP failed full and complet:c and to proactively notify
0 provide evidence that police clearances were staff of pending issues. 1-20-08
in file for one direc: care staff and ane
T‘;dministraﬁve staff
|
Heallh Regula jnn Adminisiration
r TITLE {%6) DATE

LABORATORY BIRECTOR'S OR PROVIDS

IR/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM]

e 170211
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1 000| INITIAL COMMEN""S 1 000
I

Alrandom sample of two residents was selected
fiom a residential population of two males with

; ental retardation zind other disabilities, The
survey findings were based on observations in |
the group home anc| at ane day program, o ‘ {
interviews and a review of records, including : '
unusual Incident ref arts,

090 3504.1 HOUSEKEERING 1 080

The interior and exterior of each GHMRP shall ba
naintained in a safe, clean, orderly, atiractive,
and sanitary manner and be free of
ccumulations of dir:, rubbish, and objectionable

his Statute is not met as svidenced by:

Based on observation and Interview, the GHMRP
| fajled to ensure the interior of the Tacility was
meintained in a safe manner.

The findings include:

1

O servation during thie environmental walk : :
thiough on December 16, 2007 and interview with i
the Qualified Mental | etardation Professional
(QMRPF) revealed the following:

1!| The bottom grill of the refrigerator was
nilssing.

; 3504.1
2| The back door wa not properly affixed to the MTS is relocating the individuals supported
door frame, and the back storm door did not at 45™ street to a new home in better overal]
clgse securely.

condition. The move will occur by 2/15/08 | 2-15-08

i
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i 206 3;09.6 PERSONNIEL POLICIES 1206
ch employee, prior to employment and |
apnually thereafter, shall provide a physician ' s - !
certification that a health inventory has been
performed and that the employee ' s health status 35096 _
vould allow him or her to perform the required All of the staff and consultants have been ‘E
duties. notified and must submit updated health i
‘ certificates by 2-20-08,
Failure to comply will result in removal
; from the work schedule and possible further | 2-20-08
’ action.
This Statute is not inef as evidenced by:
Based on interview :and record review, the
#HMRP failed to ensure that each employee,
prior to employment and annually thereatter,
provided evidence of a physician's certification
that docunented = t ealth inventory had been
erformed and that the employee's health status !
would allow him.or her to perform the required
dlities. , g
The finding includes: |
| :
Interview with the Qu alified Mental Retardation |
Professional (QMRP) and review of the GHMRP's
personnel files on December 13, 2007, revealed !
the GHMRP failed to provide evidence that {
cyrrent health certificates were on file for two :
direct care staff the QYMRP, one nurse and five
gnsultants.
127 3 13.1(b) ADMINISTRATIVE RECORDS 1271 3513.1 (b)
i MTS has personnel files for all of its
Each GMMRP shall maintain for aach authorized nursing personnel and the podiatrist it
adency ' s inspection, at any time, the following routinely uses. A pumber of nurses have file
agministrative record:s; deficiencies that are being addressed
’ _ currently. All nursing personnel files will be | 2-20-08
(b) Persannel records for all staff including job full and complete by
descriptions sither at :he GHMRP or in a central
Health Regulatic';p Administration
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MTS | WASHINGTON, DC 20018
(Xdy ID _i SUMMARY ST TEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRELTION (¢5)
P EAGH DEFICIENGY’ MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
$EF;M i R‘(E.GU LATORY OR L SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70O THE APPROPRIATE DATE
|
1271 Gontinued From page 2 ) 271
o}tﬁce and made available upon request;
‘u
gwis Statute is not net as evidenced by:
lased on interview and record review, the
GHMRP failed to pravide evidence that it
laintained personnel records for all of its staff.
The finding includes:
Interview with the Q Jalified Mental Retardatlon
Professional (QMRF) and review of the GHMRP
personnel racords on December 13, 2007
revealed that there were missing personnal -
records for its nursir g staff and for the Podiatrist,
1379 3519.10 EMERGENCIES 1379

Iny addition to the reparting requirement in 3519.5,
each GHMRP shall notify the Department of
Health, Health Faciliies Division of any other
upusual incident or event which substantially
inferferes with a resident ' s health, welfare, living
ajrangement, well being or in any other way
piaces the resident at risk. Such notification shall
be made by telephione Immediately and shall be
fq lowed up by written nofification within

enty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP fziled to ensure the Department of
Health, Intermediate 1 are Facilities Division was
immediately notified ¢ f unysual incidants that
substantially interfere with a resldent's health, or
that written natification was forwarded within 24
Jurs of occurrence for one of the two residents
(Resident #1) that resided in the facility.
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NAME OF PR,‘ VIDER OR SLIPPLIER STREET ADDRESS, CITY, STATE, ZIf CODE
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(X4 i SUMMARY S7TATEMENT OF DEFICIENCIES D PROVIDEF'S PLAN OF CORRECTION (X5}
AREFIX (EACH DEFICIENC:Y MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
"DEFICIENCY)
1378| Continued From page 3 {379 3519.10
_Th e finding includos: The QMRP spoke with the sister of client
#1 about the incident, but did not document
Review of the facility's investigation reports on the conversation in her notes. In the future,
December 12, 207, beginning at 2:10 PM the QMRP will docurment such |
evealed the following: conversations in her notes. |
i The sister was satisfied with the way MTS
On February 20, 207, staff reported that blood handied the incident, She raised no concerns | 1-15-08 |
was observed on Resident #1's sack atter on issues. ‘
feturning from the day program. The report L . |
jurther revealed th at the resident's foot had been The QMRP will retrain all staff on incident E
caught in the van [ft. The residential nurse reporting and proper documentation by
assessed the resicent and sent the resident to All new staff will receive training via the
the emergency rocm. The resident was | QMRP within their first work week as a
Subsequently diagnosed with a fractured righit toe. part of their in-home orientation, 1-30-08
It should be noted ‘hat interview with the HM and
Qualified Mental R:tardation Prafessional * The incident cited was reported to the
QMRP) on December 12, 2007, revealed the Department of Health. An incident report
forementioned incident was categorized as was sent. In the future, MTS staff will ;
eglect. indicate on the incident reporting form that ‘
. ] ' _ DOH was contacted.
nterview with the Cualified Mental Retardation The QMRP will review all incident !
rofessional (QMRP ) on December 13, 2007 was reports before they are submitted to insure 1-30-08
‘conducted to ascertain if there was ah incident the above.
eport for the aforementioned Incident. At the
Ime of the survey, o incident report was MTS? inci i 2
Lo o cident management guide clearly
rovided for review Therefore, there was no indicates DOH zs an entity to be contacted
vidence that notificatifications were made to the and faxed an incident report copy. (See
; epartment of Hea th (DOH) as required. attachment) 1-20-08
1401| 3520.3 PROFESSION SERVICES: GENERAL 1401
ROVISIONS
rofessional services shall include both diaghosis
nd evaluation, incliding identification of
developmental levels and needs, treatment :
$ervices, and servic es designed to prevent |‘
deterioration or further loss of functlon by the |
fesident.
This Statute is not imet as evidenced by |
Health Regu[a.?un Administration i
STATE FORM sape 170Z11 If canlinuation shast 4 of @ 4,
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1 401 Continued From prage 4 1401 35203
gased on intervie' and record review, the L
SHMRP failed to 2nsure general and praventive PT recommended Botox injections for the
sare for one of the: two residents (Resident #2) wrists and fingers for client #2. Nursing and
Included in the saimple, . QMRP schedu,le_d the appointment. At the
! time of the appointment, the homes’s
The findings inclucte: vehicle was inoperable as indicated by the
: surveyor. Also as indicated, MTS’ QMRP
(. Review of Resldent #2' s medical record on and Nursing made an alternative
Pecemnber 13, 2007 at 1:47 PM revealed arrangement for transportation via one of
Resident #2 was seen by a Physical Therapist the approved medicaid provider vendors.
PT)on May 31, 2007. The consultation form The vendor failed to pick up client #2 and
(evealed that Resident #2 was to return for did not notify MTS of any issues it was :
cllow-up sarvices in six weeks, Contlnuad having with the appointment, This is a i[
eview of the resident's record revealed the common problem with transportation
;asident did not return for follow-up services until vendors and the reason the MTM contract
Yovember §, 2007 (approximately six months was developed. MTS rescheduled the
 later). appointment for the first available date but ]
, that happened to be in November. Client #2 ;
An interview was conducted with the House has received the Botox injections and has i
‘anager and the Qualified Mental Retardation benefitted from them, ;
rofessional {QMRP) on December 13, 2007 at MTS has a back up van that is wheelchair :
230 PM to ascertain the reason for the untimely accessible at this point which will elliminate
: "C’W"UP services, The interview revealed that the need to use transportation vendors for
he facility's van had been inoperable at the time future emergencies. z
f the follow-up visif (June 2007) and |
nsportation was «urranged with a local vendor;
Wever, the vendor failed to pick the client up for
e appointment. §
I i
- On December 1%, 2007 at 2:09 PM, Client :
2's medical record was reviewed and revealeq
B Was seen by a Cardiologist on February 7, ’
007. The consult form alsa indicated that the :
lient had some blood chemistries that were
bnormal and recommended that they be
ddressed by the clients Primary Care Physigian
(PCP)
he laboratory resulis that were collected on ‘
January 23, 2007 revesled the following: ri
Health Regulatipn Administration -l‘g
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1401 i 1401
Pntmued : From page & Nursing discussed the abnormal values
with the PCP but both failed to write notes
lucose 325 H refzrence range (74 - 105) outlining whether they are significant and
onos 15.3 H reference range (4 - 13.0) require further follow up. The lead LNP
BOT 72 H refarence range (15 - 37) will contact the PCP to follow up further
GPT 92 H reterence range (28 - 77) and will write a detailed note about the
: outcomes of the discussion.
ceording to a physician's note dated March &, The QMRP will review the medical records
1107, the PCP noted the aforementioned lab to audit for such concerns and alert the lead
results, however, tere was no evidence that the RN in their routine monthly meetings. 1-18-08
bnormal rasults were addressed or managed.
1500 3523.1 RESIDENT'S RIGHTS 1500
ach GHMRP resicence director shall ensure
that the rights of residents are observed and
rotected in accord ance with D.C. Law 2-137, this
- chapter, and other applicable District and federal 3523.1
laws, Client # 1’s sister supports him in making
: important decisions. She has had his
P ,' . medication regimen reviewed with her and
his Statute is not met as e\fldenced by: has agreed to sign a consent for the
iased on observation, interview and record regimen. Her signature will be obtained by | 1-30-08
review, the GHMRF failed to ensure the 1-30-08.
protections of each resident's rights.
The findings include:
[Bee Federal Deficiency Report W124 and W263]
E
|
|
Health Reguizfion Administration
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